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In these early days of 


associations across the 
land are beehives of ac- 
tivity. Countless num- 
bers of volunteer work- 
ers, together with their 
staff counterparts, are fighting weariness and fatigue in 
the seemingly endless round of opening mail, recording 
and comparing returns, and preparing to mail reminders 
to all persons who have not yet responded to the 1958 
Christmas Seal Sale. There’s hardly time to complete the 
job at hand, much less time to think ! 

But it’s important that we take the time, for there’s 
danger that we may become so involved in the techniques 
of fund raising that we may forget about the tuberculosis 
control programs that depend on funds raised during this 
Seal Sale for their continuance or their initiation. A few 


thoughts about the reasons why we are raising funds will 
renew our zeal to make the 52nd annual Seal Sale the most 


successful we have conducted. They will refresh and in- 
vigorate us, for they give meaning to our efforts. 
Whether we identify most closely, as individual workers, 
with the local, the state, or the national program, many 
associations would probably give medical research and 
medical education a high priority among programs needing 
financial support and public understanding. From ore 
quarter to one third of our population, or about 55 million 
Americans, is already infected with the TB germ. To 
conquer tuberculosis, we must support research programs 
to discover how to eradicate TB infection among these 
people, and we must find better methods to increase re- 
sistance to TB infection. These are but two of the major 
goals of our medical research programs which will require 
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Time Out to Remember 


By Betty Leman 
Associate, Christmas Seal Sale Division, National Tuberculosis Association 


increasing support in the future to assure their success, 

In tuberculosis-detection programs, emphasis is being 
placed on selective case finding among high-incidence 
groups. The tuberculin test is being used more widely, 
particularly among school and industrial groups, where 
formerly periodic X-ray surveys had become accepted pro- 
cedures. We are retooling our education and case-finding 
programs in light of the best scientific information on 
radiological health and the nature of the tuberculosis prob- 
lem in each area. Retooling is costly, in terms of materials 
and manpower. In anticipation of even greater changes 
in the case-finding programs of the future, we must be 
ready, both psychologically and financially, to change with 
the times. 

Our increasing interest in medical research and in more 
effective control programs has not overshadowed our con- 
cern for the people who have tuberculosis and for their 
families. Ever since the first Seal Sale in America, which 
was conducted to assure continued medical care for a 
small group of patients, tuberculosis associations have dedi- 
cated themselves to seeking the best possible treatment 
programs for meeting the many needs of the tuberculous. 
While we can be proud of the part we have played in de- 
veloping high-quality medical-care programs, we still 
have much to do in awakening the public conscience and 
spurring community action to meet the social, medical, 
financial, and economic needs of the tuberculous and their 
families, not only in the hospital but in the home. 

The Christmas Seal Sale letters recently received in more 
than 35 million homes reflect these program interests. By 
devoting ourselves, during the next six to eight weeks, to 
using every opportunity to follow up and promote our Seal 
Sale efforts to provide funds for program support, we will 
make the ’58 Sale the most successful in our history. 
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TB IN UNEXPECTED AREAS 


Scattered throughout the country are unsuspected “pockets” 


By Daniel E. Jenkins, M.D. 


Every person interested in the con- 
trol of tuberculosis should be aware 
that scattered throughout the country 
are numerous areas where tuberculosis 
continues to spread in a relatively un- 
controlled manner and where infection 
rates, new case rates, and mortality 
rates are much higher than the national 
average. Unless an intelligent and con- 
certed effort is made to find these 
areas, they may remain undetected far 
too long. 

In the last few years there has been 
a shift in the emphasis on case finding 
irom community-wide surveys to selec- 
tive surveys among special groups. 
Since the yield of active tuberculosis 
found among such groups varies con- 
siderably, the case-finding methods 
initially employed vary, too, the tuber- 
culin test being used in areas known 


of tuberculosis. To find them demands special 


vigilance and flexibility in our case-finding programs 


or expected to have a low prevalence 
of tuberculosis. To avoid unnecessary 
radiation effects, the tuberculin test 
also has advantages over microfilming 
or other radiographic techniques and is 
the preferable initial method of case 
finding among such groups as pre- 
school and school-age children, adoles- 
cents and young adults, pregnant 
women and young diabetics. 

At best, however, these approaches 
to case finding are spotty and may be 
subject to certain unavoidable errors of 
omission, depending upon the judg- 
ment exercised in selecting the groups 
of people who are to be surveyed and 
the thoroughness of follow-up. With- 
out the vigorous substitution of wide- 
scale tuberculin testing, the abandon- 
ment of mass X-ray methods of case 
finding and the selective use of radio- 
graphic surveys for special groups of 
people may create gaps in the tuber- 
culosis-detection program which could 
easily result in a reappearance of tuber- 


Dr. Jenkins is professor of internal medicine, Baylor University 
College of Medicine, Houston, Tex.; president of the Ameri- 
can Trudeau Society; and in charge of the Pulmonary 
Disease Section of the Medical Service at Jefferson Davis 
Hospital, Houston. He is a member of the board of direc- 
tors of the Texas Tuberculosis Association and the Houston- 
Harris County Tuberculosis Association. Dr. Jenkins received 
his medical degree at the University of Texas Medical Branch. 
His article was solicited by the Governing Council of the 
National Conference of Tuberculosis Workers. 


culosis in many unexpected areas. 

There are certain places throughout 
the country where the prevalence of 
tuberculosis is known to be high and 
where efforts to control the spread of 
the disease are continuously applied 
with varying degrees of success. The 
high tuberculosis mortality rate in 
Arizona, the higher numbers of posi- 
tive reactors in the urban as opposed 


to the rural areas, and the generally 
increased incidence of tuberculosis in 
large metropolitan centers are known 
to almost all tuberculosis workers and 
constitute expected areas of high prev- 
alence. 

An unexpected area is one in which 
a high incidence of tuberculosis is not 
anticipated and is uncovered either 
accidentally or, as is usually the case, 
through applying case-finding tech- 
niques of one sort or another in such 
a way as to reveal the problem. The 
size and the location of the unexpected 
area may vary considerably: it may be 
in the midst of a city, it may be a rural 
community, or it may be what is gen- 
erally regarded as a low-prevalence 
area. 

By way of illustration, the Houston- 
Harris County (Tex.) Tuberculosis 
Association, which covers a rapidly 
growing community of more than a 
million people, has conducted a mass 
annual radiographic survey in this 
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county for many years. The yield of 
active cases of tuberculosis uncovered 
has been gradually declining, as indi- 
cated below. 


Cases of 
Active TB 
Total X-rays per 1000 per- 


Year taken sons examined 
1951 101,585 3.7 
1952 119,765 2.3 
1953 122,978 1.5 
1954 137,383 & 
1955 139,551 9 
1956 133,567 9 
1957 145,534 


Because of the declining rate of new 
cases found by mass radiography, other 
methods of case finding were explored. 
The U. S. Public Health Service first 
conducted a door-to-door tuberculin- 
testing survey in the slum areas, in 
which 1,000 small children were tuber- 
culin tested. The rather disappoint- 
ingly low rate of 3.4 per cent positive 
tuberculin tests in this group of chil- 
dren was similar to the 2.0 per cent 
positives found among 13,000 children 
who visited the Houston Health Cen- 
ters and were given tuberculin tests 
during the same approximate time. 

At a later date in the same com- 
munity, a program of family-contact 
investigation and follow-up was estab- 
lished with financial assistance from 
the Texas Tuberculosis Association, 
the Houston-Harris County associa- 
tion, and the National Tuberculosis 
Association. In this program, empha- 
sis was placed upon tuberculin testing 
children, mostly of preschool age, in 
the pediatric and well-baby clinics, in 
health centers, and in private doctors’ 
offices, and then following up the im- 
mediate family and household contacts 
of all tuberculin-positive children. 
Further search was made among the 
more distant contacts, such as relatives 
and close friends. This program pro- 
duced an unexpectedly high yield of 
new cases of active tuberculosis, none 
of which were previously known to 
health authorities. 

In 1957, 341 adult contacts were 
examined through this program. The 
rate of new cases of active tuberculosis 
found was 44 per 1,000 adults ex- 
amined. Among 479 child contacts 
who were similarly followed up, the 
new case rate was 165 new cases of 


active primary tuberculosis per 1,000 
children examined. 

Included in this classification of 
active primary tuberculosis were all 
children with clinical, radiological, or 
bacteriological evidence of disease, 
children under three years of age with 
positive tuberculin tests, and older 
children who had become tuberculin 
positive within six months, as reported 
by Katharine H. K. Hsu in the annual 
report of the Children’s Clinic, Jeffer- 
son Davis Hospital, Houston. Such a 
classification of children with active 
primary tuberculosis coincides with the 
criteria currently used in the PHS 
meningitis prophylaxis study and con- 
stitutes a valid basis, in many doctors’ 
opinion, for treatment with antituber- 
culosis drugs. 

These unexpected areas of tuber- 
culosis in Houston were uncovered by 
using a new approach to case finding. 
Similar unexpected areas of tuber- 
culosis may be present in other cities. 


TUBERCULOSIS RATE 
1957 


ROBSTOWN 
CORPUS CHRISTI 


NUECES COUNTY 


Texas 30.2 (1956) 


UNITED STATES Ea 41.7 (1956) 


NEW CASES PER YEAR 
PER 100,000 POPULATION 


Last year Robstown (see graph), 
a town in Texas of 8,000 population, 
was discovered to have a new TB 
case rate ten times greater than the 
rate for the state or for the county in 
which this town was located. Unfortu- 
nately, this was not a recent develop- 
ment but had been going on for years, 
the facts lying obscured in statistics 
that were collected and tabulated on a 
so-called county-wide basis. When the 
area was ultimately investigated, the 
astonishing figures were found to 
emanate largely from Spanish-speak- 
ing people who lived in overcrowded 
dwellings, had large families, and ex- 
isted on meager wages. They led a life 
that favored the spread of tuberculosis 


among them, and to change this man- 
ner of living sufficiently to help eradi- 
cate their tuberculosis required diplo- 
macy and carefully planned educational 
programs. 

Often a clue to unexpected areas 
may be obtained from a glance at sta- 
tistics compiled by state health depart- 
ments. Recent figures reported from 
states in which tuberculosis has been 
declining and well controlled point out 
the need for constant vigilance. At the 
end of the first nine months in 1958, 
the Iowa Health Department reported 
a 52 per cent increase in the new case 
rate for tuberculosis compared with a 
similar period in 1957 (280 in 1957 
and 425 in 1958). Of the 99 counties 
in the state of Iowa, some 53 showed 
increases, indicating a fairly wide- 
spread distribution. Similarly, the 
Michigan Health Department has re- 
cently indicated a cumulative increase 
of 17 per cent in the tuberculosis new 
case report for 1958 compared with 
last year. 

It is both the heritage and the re- 
sponsibility of tuberculosis associations 
to remain alert to all phases of tuber- 
culosis control within their respective 
communities. Awareness of the fact 
that tuberculosis can and does occur 
in many unexpected areas is essential 
to the development of a proper attitude 
of vigilance. Reporting of such areas 
is important and is generally helpful 
to other tuberculosis workers who may 
unknowingly be confronted with the 
same problem. 

Since the emphasis in tuberculosis 
case finding is tending toward screen- 
ing groups of people, it is important 
that no groups be omitted among 
whom there is any possibility of find- 
ing a high prevalence of the disease. 
In some communities, the high-preva- 
lence areas are to be found in the jails 
or skid row dwellings ; in other places, 
in mental institutions or old folks 
homes. But in still other areas, the 
pattern in the fabric is different and 
can be recognized only after careful 
observation or study. 

Finally, if the case-finding methods 
being used seem to indicate that tuber- 
culosis is nicely controlled in your 
community, think about using some 
other methods and some different ap- 
proaches. You, too, may find an un 
expected area of tuberculosis. 
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The 
Patient? 


The institutionalized mentally ill patient with TB 


is too often overlooked in case-finding programs 


We rarely hear anyone express 
concern about tuberculosis among the 
institutionalized mentally ill and de- 
fective at tuberculosis meetings, 
whether they be local or national. In 
years past, there were lengthy discus- 
sions of the special problem of TB in 
the diabetic, the silicotic, the pregnant 
woman, and various ethnic or racial 
groups. Later, the elderly residents 
of our communities became the tar- 
gets of case finding. Now, finally, the 
alcoholic and vagrant, who occupy an 
increasing proportion of sanatorium 
beds, are the subjects of major em- 
phasis. 

Why, then, do we neglect the hos- 
pitalized mentally ill, probably the 


f 


A TB patient (foreground, back to camera) transferred 


from a mental hospital works with “normal” patients 
in the occupational therapy shop of a TB sanatorium. 


largest single reservoir of TB today? 
Are these people really so separated 
from society that they warrant no 
general concern? In Wisconsin, 5 to 
7 per cent of the state’s new active 
TB cases have been reported each 
year for the past three years from the 
mental institutions, which care for 
only 0.5 per cent of the state’s popu- 
lation. 

Why this disproportionate inci- 
dence of tuberculesis in the institu- 
tionalized mentally ill? The expla- 
nation lies in two epidemiological 
factors: (1) exposure to tuberculosis 
within mental institutions, and (2) 
the high incidence of tuberculosis 
among patients on admission to pub- 


Dr. Smick is director of tuberculosis control, 
Division of Mental Hygiene, Wisconsin State 
Department of Public Welfare, a position she 
has held since its creation in 1954. Formerly, 
she was on the staff of the Lake View Sana- 
torium, Madison, Wis., and of the Municipal 
Tuberculosis Sanitarium, Chicago. 


lic mental institutions, ascribable to 
the fact that these patients often 
originate in the same social and eco- 
nomic classes and in the same age 
groups which contribute most heavily 
to TB morbidity generally. 

When the TB problem in mental 
institutions is recognized, it is almost 
always assumed that great difficulties 
stand in the way of solution—difficul- 
ties related chiefly to the abnormal 
mentality of the patients and to the 
exceptional exposure within the close 
confinement of institutional life. The 
reluctance to attack the problem, and 
the slowness of progress toward a 
solution, certainly suggest that here 
are difficulties greater than those en- 
countered elsewhere. 

This is not necessarily true. What- 
ever difficulties exist are not inherent 
in the situation, but result almost 
solely from our long acceptance of a 
quality of general medical care for 
the institutionalized mentally ill that 
we would accept for few others in our 
society. The rationalization has been 
offered that mental hospitals are in- 
tended only for psychiatric and, let us 


165 


Ai 
| 
By | 
Smick 
M.D. 
~ 


face it, custodial care; moreover, that 
they have neither staff nor funds to 
provide nonpsychiatric surgical and 
medical treatment. 

Whatever the grounds for these 
limitations, the psychiatric patient is 
the victim. Legally committed, he 
has no recourse to medical care other 
than that provided by the institution 
of his confinement. Fortunately, there 
is a growing awareness of the medical 
needs of psychiatric patients, and 
substantial steps are being taken to 
expand medical care. The inevitable 
result will be more adequate attention 
to tuberculosis. But we cannot be 
idle while waiting for improved atti- 
tudes and programs. Tuberculosis 
control programs can be developed 
and expanded now with existing 
budgets and personnel if there is the 
will to cooperate and the ability to 
improvise. 

In considering further the alleged 
difficulties of managing TB in the 
mentally ill, it may be worthwhile to 
recall some of the problems of TB 
control generally: the loss from fol- 
low-up of known or suspected cases 
of TB, the refusal of some patients 
to accept treatment, the problems of 
adjustment to the sanatorium, and 
the patients who leave the hospital 
against medical advice. Compare this 
to the situation in psychiatric institu- 
tions, where the population is captive. 
These psychosocial factors are non- 
existent: committed patients cannot 
successfully refuse chest X-rays, 
diagnostic study, and treatment. 

Generally speaking, the distribu- 
tion of TB within mental institutions 
reflects TB distribution throughout a 
state. Wisconsin has no sizable metro- 
politan slum areas perpetuated by 
endemic poverty and the constant in- 
flux of laborers from areas of high 
TB prevalence to cause a high inci- 
dence of TB among young adult 
residents. Consequently, active TB is 
found infrequently in the young psy- 
chotic patient. In the three years 
1955-1957, most of the active TB 
found in the mentally ill and defective 
was in elderly, long-hospitalized pa- 
tients. (Of a total of 216 active cases, 
42 per cent were patients over 60 
years of age, and 60 per cent were 
patients institutionalized for over 10 
years.) 


So, the commonly pictured situa- 
tion of the acutely disturbed patient 
whose mental illness plays havoc 
with his tuberculosis is in reality un- 
usual. Indeed, the traits of excessive 
conformity and passivity, learned 
through years of hospitalization, 
facilitate the adjustment of a majority 
of tuberculous psychiatric patients to 
sanatoriums. Experience, then, de- 
mands the conclusion that mental in- 
stitutions offer a uniquely advan- 
tageous situation for TB control. 

July, 1954, saw the beginning of 
an organized state-wide TB program 


Mantoux Anniversary 

The intradermal method of giving 
the tuberculin test was first reported 
50 years ago. It was developed by 
Charles Mantoux, a native of Paris, 
who practiced medicine near Cannes, 
France. He published a paper on using 
the test on a group of children in 
1908. The Mantoux test, as it is gen- 
erally called today, is the method most 
generally favored in the United States 
for giving the tuberculin test. 


in the mental institutions of Wiscon- 
sin. Prior to this, there had been no 
coordination or broad planning of TB 
control activities, although Milwau- 
kee County had developed its own 
program in 1940-1941 (see “Mental 
Hospital Program,” NTA BULLETIN, 
February, 1954). Because this pro- 
gram is separate from that of the rest 
of the state, the Milwaukee County 
institutions are not referred to in the 
following report. 

It was impossible to estimate the 
prevalence of TB in Wisconsin men- 
tal institutions, due to the lack of 
records and a system of communica- 
tion. The need for a centralized pro- 
gram was particularly obvious be- 
cause Wisconsin, unlike any other 
state, cares for its long-term patients 
—who would elsewhere occupy the 
back wards of large state hospitals— 
in 35 small scattered county hospitals 
providing a homey atmosphere and 
minimal medical service. 

The program as evolved covers 
14,470 patients: 2,290 in three state 


hospitals, 3,267 in two state “colo- 
nies” for mental defectives, and 8,913 
in the 35 county hospitals. Wisconsin 
has adhered to the usually accepted 
criteria for TB control in mental in- 
stitutions, and it is unnecessary to 
outline the program from this ap- 
proach. Of more significance is how 
the program developed and the extent 
to which it is the result of planning 
and organizing the use of existing 
facilities under central direction. 

Among those concerned there was 
far from wholehearted confidence that 
the projected undertaking would suc- 
ceed, especially in view of the degree 
of autonomy under which the institu- 
tions operated. Yet, during this four- 
year period, the State Division of 
Mental Hygiene enjoyed the coopera- 
tion of almost everyone officially con- 
cerned with TB control in Wisconsin, 
as well as of many others. 

Of particular importance were the 
annual mobile-unit X-ray surveys of 
the State Board of Health. Locally, 
the sanatoriums gave invaluable as- 
sistance. They took chest X-rays, ad- 
vised follow-up procedures, assisted 
in obtaining gastric aspirates, cul- 
tured specimens for tubercle bacilli, 


and accepted psychiatric patients for 
diagnostic study and/or treatment for 
TB. In other instances, general hos- 
pitals assumed the task of taking in- 
creasing numbers of chest X-rays. 
Radiologists, especially those with a 


sound orientation in tuberculosis, 
contributed much to the case-finding 
process, and have been indispensable 
to the TB program. 

This state-wide cooperation did not 
emerge suddenly and completely. It 
was the result of months of interpret- 
ing the needs of the mental institu 
tions, and was fostered and stimulated 
by early tangible accomplishments in 
TB control, as well as by the appre- 
ciation of those most directly com 
cerned with the program. 

The predicted resistance of the 
mental institutions themselves did not 
materialize; rather, the response was 
generally cooperative. After all, it 
does not take long to demonstrate 
that one can function better in am 
orderly than in a chaotic situation 

Before any plan of control could 
be formulated and maintained, it was 
necessary to accumulate and organize 
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the data relevant to tuberculosis in 
Wisconsin’s mental institutions. A 
remarkably small expenditure of 
money made it possible to establish a 
TB case register, using a McBee card 
system. Pertinent data was recorded 
on all TB cases—active, inactive, and 
of undetermined activity, as well as 
on some undiagnosed and nontuber- 
culous cases of pulmonary disease. 

The register has been kept current 
by the use of various reporting forms 
which the many institutions send to 
the Division of Mental Hygiene. 
These forms have served as the basis 
for all reporting of TB in mental 
patients to the State Board of Health. 
At first, periodic solicitation of re- 
ports was routine; now much infor- 
mation arrives unrequested. However, 
where mental institutions depend on 
tuberculosis specialists who serve 
them only in a consultative capacity, 
the primary responsibility for initiat- 
ing the transmittal of information 
must be with the state director of 
tuberculosis control. 

Tuberculosis treatment, too, was 
influenced by state-wide planning. 
Criteria for admission and discharge 
of patients were established early. 
The number of beds occupied by the 
tuberculous mentally ill was reduced 
by half, from 233 to 111, in a four- 
year period. This was accomplished 
by clearing all transfers to and from 
the TB units through the office of the 
director of TB control, by consoli- 
dating treatment facilities into two 
tuberculosis hospitals, and by dis- 
charging from the TB units patients 
with inactive or noncommunicable 
TB to continue anti-TB medication 
in the regular mental hospital wards. 
The increased operating efficiency of 
treatment facilities made it possible 
to care for almost as many new active 
cases as formerly and also to divert 
the use of some beds to the diagnostic 
study of patients with suspected TB. 

General epidemiological trends in 
tuberculosis and developments in the 
field of mental health will together 
determine the future of TB in mental 
institutions. In the past few years, 
the mental hospital environment has 
assumed an increasingly therapeutic 
quality as the attitudes of personnel 
have become more hopeful about men- 
tal illness, as the ratio of personnel 


American Trudeau Society Formula 
for Determining Irregular Discharge Rates 


As in all statistical studies, the terms must be defined, and strict classifications 
observed so that reports from different institutions will be comparable. This 
formula is an effort to accomplish these purposes. Its use will help all hospitals 
to determine whether their irregular discharge rates are actually high or low, 
in comparison with rates of other institutions. 

Obviously, the deduction of certain types of discharges from the number to 
he considered will result in higher percentage figures in the irregular discharge 
category. It is hoped that this formula will be widely adopted and used so that 
statistics in this regard will be comparable. 

1. Total of discharged patients (dates) 


2. Total deductions 
a. Deaths 
b. Non-TB discharges 


c. Transfers to other hospitals for 


continuation of TB treatment 


d. Discharges of patients admitted only 
for observation, diagnostic procedures, 
special examinations, or follow-up and 
for whom less than 30 days’ hospital- 
ization was anticipated by original intent. 

e. Discharges of court order patients 


from locked wards 
3. Net TB discharges 
4. Total irregular discharges 
a. AMA* 
b. AWOL’ 
c. Disciplinary’ 
5. Per cent irregular discharges 
(item 4— 3x 100) 


The Veterans Administration is currently employing the identical formula 


for its statistical purposes. 


'Patient announces his intentions to leave, completes the routine administrative and medical check- 


outs, and signs a hospital release form. 
2Patient absconds without notice or fails to return from an authorized period of absence. 
38Discharge through administrative action, usually for violation of rules and regulations. 


to patients has increased, and as new 
drug and treatment techniques have 
become available. The role of the 
community has increased in impor- 
tance with the development of out- 
patient clinics, of bridging devices 
between communities and hospitals, 
and of psychiatric facilities in general 
hospitals. The improved resources in 
psychiatric institutions are, and will 
long continue to be, felt in indirect 
proportion to the patients’ length of 
hospitalization. It will be many years 
before the thousands of “chronic” 
patients are appreciably affected by 
improved medical and _ psychiatric 


facilities. These patients, who now 
constitute the main source of tuber- 
culosis in the mentally ill, will con- 
tinue to suffer relapses and to spread 
their tuberculosis ; in short, they will 
continue to demand constant surveil- 
lance. 

In view of these harsh facts, the 
Wisconsin experience suggests that 
the tuberculosis resources available 
throughout a state should be flexibly 
and imaginatively adapted to the 
needs of the mentally ill and that this 
can best be done through centralized 
direction and coordination of TB con- 
trol activities. 
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The first X-ray demonstration in a house of detention 
in the East took place last year when the Brooklyn 
(N.Y.) Tuberculosis and Health Association, with the 
cooperation of the New York City Departments of 
Health and Corrections, sponsored a six-month survey 
at the Raymond Street Jail, in Brooklyn. Of 3,208 
jail admissions during this period, 1,809 were X-rayed. 
A total of 21 active cases of tuberculosis was dis- 
covered, or 11.6 per 1,000 prisoners X-rayed. Prisoners 
who said they had been X-rayed within the previous 
six months, and those who refused the service, were 
not X-rayed. Where the inmate was available and the 
X-ray findings warranted, he was immediately trans- 
ferred to Rikers Island Prison Hospital. There, final 
diagnoses were made and treatment initiated where 
necessary. On release from prison, the respective 
patients were referred to city hospitals, chest clinics, 
or other medical facilities. Here, Brooklyn postmaster 
Edward J. Quigley, Christmas Seal chairman of the 
Brooklyn association, discusses X-rays with the warden. 


Migrant workers at about 75 farms and six can- 
neries were given X-rays and blood tests last summer 
through a program sponsored by the State Board 
of Health, the Delaware Anti-Tuberculosis Society, 
and the U.S. Public Health Service. When farmers 
or canners reported that they planned to hire migrant 
labor, a sanitarian appointed by the State Board 
of Health inspected the site for sanitary living 
conditions. Next, a team of technicians brought a 
mobile X-ray unit to the farm to make the tests. 
X-ray films were sent to the Delaware society for 
interpretation, and blood tests were processed by the 
Board of Health. Not only workers but also the 
families accompanying them were given the tests; 
children under 15 received the blood tests only. 


Hundreds of persons jammed the White Bear National 
Guard Armory, in White Bear Lake, Minn., when the 
Ramsey County Tuberculosis and Health Association 
and local women's organizations sponsored a com- 
munity-wide tuberculin-testing program. To get the 
program under way, several hundred volunteers were 
oriented on the Mantoux test by a chest specialist. 
They then made a house-to-house canvass throughout 
the area, registering entire families and stressing the 
importance of signing up preschool children and the 
older age group. Local doctors volunteered to ad- 
minister and read the tests. Tests were read at the 
armory two days after testing, and all reactors were 
offered follow-up X-rays at the association's head- 
quarters. Of 4,724 citizens tested, 638 were reactors. 


Because of the technical difficulties involved in X- 
raying nursing home patients, the Oregon Tuberculosis 
and Health Association and the Oregon State Board 
of Health initiated a program of sputum examina- 
tions in 1957. Since then, the state has approved a 
regulation requiring sputum examination as part of the 
entrance requirement in Oregon's 180 nursing homes. 
Dr. William Levin (right), former director of the 
public health laboratory section of the Board of 
Health, and bacteriologist Lillian Hoesly demonstrate 
how sputum records are kept to OTHA case-finding 
director M. Donald Harman. As of June, 1958, 1,500 
sputums had been submitted, 997 cultures had been 
completed, and 22 cultures had proved positive. Of 
the positive cultures, 2 revealed active TB; 3, previ- 
Ously known TB; and 17 had not yet been determined. 


A 50-bed hospital was created at the Cook County 
Jail, Chicago, Ill., this year when a basement of 
the jail, formerly used as a dormitory, was converted 
into a 24-bed isolation ward for tuberculosis patients, 
a 22-bed general ward, and a 4-bed contagious disease 
ward. The hospital is fully equipped with operating 
room, X-ray room, receiving ward, oxygen equipment, 
and dental laboratory. Although a chest X-ray service 
has been maintained at the jail since 1955 by the 
Tuberculosis Institute of Chicago and Cook County, 
the Municipal Tuberculosis Sanitarium, the U. S. 
Public Health Service, and the Oak Forest Institu- 
tions, the new facilities will be more adequate for 
diagnosis and treatment of prisoners, who have a TB 
rate 10 times higher than the general population's. 
Here, the Chicago tuberculosis institute's medical 
director, Dr. Julius Novak, examines a tuberculosis 
patient while Sheriff Joseph D. Lohman looks on. 


ed 


When the Tuberculosis Society of Columbus and Frank- 
lin County (Ohio) found itself with an available 
4” by 5” X-ray unit, it persuaded the police de- 
partment to use the unit on loan. The association 
bought the film, trained police personnel to take 
the film, and arranged for a county clinic to do 
developing, reading, and follow-up. This program 
was taken over a year later by an Industrial Health 
Committee created by the City Council. As a result 
of the total program, an isolation unit has been 
established at the city workhouse (right) to house TB 
patients given workhouse sentences and recalcitrants. 


Believed to be the first of its kind in the country, mac 
a continuous X-ray program has been set up at the E 
Milwaukee Rescue Mission, in the heart of the city's 
skid row area. The mission houses approximately 
300 men a day, with an average daily turnover of 10 
per cent. Initially, all residents and workers at the exal 
mission received a chest X-ray; since then, all new labo 
men who have not been X-rayed within six months incl 
have been X-rayed as a routine admission procedure. * 
The General Electric Company supplied and installed ‘ teric 
the X-ray equipment; the Wisconsin Anti-Tuberculosis tion: 
Association bought the first year's supply of X-ray apps 
film and reads the films; and the Milwaukee Health then 
Department does follow-up studies and arranges for 
hospitalization of active cases. The picture at left 
shows the unveiling of the equipment last year. and 
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The first firm to take advantage of a combination 
tuberculin-testing and X-ray program offered by the 
District of Columbia Tuberculosis Association to com- 
mercial firms in Washington, D. C., was the Kiplinger 
Washington Editors, publisher of the Kiplinger News- 
letter. The firm has approximately 400 employees. 
On the first day of the three-day survey, all employees 
under 40 were tuberculin tested. Two days later, the 
team returned and read the tests. On the following 
day, all positive reactors (about 20 per cent) were 
X-rayed, together with all employees over 40. Here, 
a Department of Public Health physician administers 
the test to one of the employees. The firm has indi- 
cated it would like to use the survey annually, and 
several other firms have since requested the service. 
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Tas diagnosis of diffuse infiltrative 
pulmonary disease always presents a 
challenging and urgent problem. The 
increasing number of such cases dis- 
covered through mass and routine 
chest X-rays has accentuated the 
problem. At present, about 80 known 
conditions can produce diffuse dis- 
seminated pulmonary disease, many 
of them asymptomatic. Since man- 
agement of the individual case will 
depend to a large extent upon the 
nature of the disease process, it is 
essential that the correct diagnosis be 
made as soon as possible. 

Evaluation should be done sys- 
tematically, proceeding from the 
time-honored history and physical 
examination to certain basic routine 
laboratory procedures, which may 
include skin tests, blood studies, bac- 
teriological and cytological examina- 
tions. If the diagnosis is not readily 
apparent at this point, the problem 
then becomes one of deciding how 
many additional examinations to do 
and whether to continue the study, 
utilizing procedures such as bron- 
choscopy and peripheral-node and 
bone-marrow biopsies. 


New Techniques 


The use of these methods can be 
time-consuming and expensive, and 
May not result in a definitive diagno- 
sis. Symptoms and physical findings 
May simply indicate the location, but 
Bot the nature, of the involvement, 
and laboratory studies may not be 
Relpful. Because of these inadequacies, 
Eechniques developed in recent years 
for biopsy of the lung have had in- 
creased use. 

To be of value, a biopsy procedure 
must provide minimal hazard to the 
Batient, be economically feasible, and 
Brovide an adequate piece of lung 
Mesue for study. Three major types 
Sipulmonary biopsy are currently in 
Segue: needle aspiration biopsy, ex- 
Meratory thoracotomy, and localized 
Miercostal biopsy. 

Needle aspiration biopsy is contra- 
@micated for diffuse pulmonary infil- 
mations; it is too hazardous in such 
Mees, and the amount of tissue ob- 
@med is frequently insufficient to 
Smit adequate histological, bacteri- 
Begical, or chemical study. It has its 


Diagnosis of many lung diseases can be speeded by .. . 


PULMONARY 


BIOPSIES 


By Peter A. Theodos, M.D. 


Dr. Theodos is assistant professor of clinical 
medicine, Jefferson Medical College, Phila- 
delphia, Pa., and visiting physician, Department 
of Chronic Pulmonary Disease, Philadelphia 
General Hospital. He is a past president of the 
Pennsylvania Trudeau Society and a member of 
the board of directors of the Philadelphia 
Tuberculosis and Health Association. Dr. 
Theodos received his medical degree from 
Jefferson Medical College. His article was 
solicited by the Committee on Medical and 


Society. 


greatest use in localized disease, par- 
ticularly solitary tumors located 
peripherally, where a formal explora- 
tory operation is contraindicated. 
Even in such cases it should not be 
attempted if the lesion is close to vital 
structures, where penetration may 
cause serious damage, or in areas 
where branches of the pulmonary 
artery may be injured. It is particu- 
larly hazardous where emphysema is 
a major component of the disease 
process, especially where cysts or 
blebs are present. The danger of 
seeding tumor cells along the needle 
tract is also a real one, but this can 
be minimized by proper technique. 


Public Relations 


of the American Trudeau 


Improved methods of surgery and 
anesthesia have made exploratory 
thoracotomy a relatively safe pro- 
cedure, but it still requires a large in- 
cision, is time-consuming, and carries 
considerable postoperative morbidity. 
It has the advantage, however, of 
permitting a detailed inspection of the 
pleural cavity and the lung and the 
obtaining of a specific and adequate 
piece of lung tissue for study. It has 
its greatest application when the 
lesions are localized or where the 
question of neoplasm is a major one. 
It is less desirable where diffuse in- 
filtrative disease is present. It is also 
not feasible in patients with pulmo- 
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nary insufficiency where any further 
decrease in the pulmonary reserve 
would be dangerous. 

Localized intercostal biopsy of the 
type introduced by Karl Klassen, 
M.D., of Ohio University, and his co- 
workers offers definite advantages. 
The incision is much smaller, does 
not require resection of a rib, and 
allows the surgeon to obtain a repre- 
sentative specimen of lung tissue un- 
der direct visualization. It can be 
done safely even in patients who are 
respiratory or cardiac cripples. 

Local infiltrative anesthesia is gen- 
erally used, although some surgeons 
prefer the use of an endotracheal 
tube. In such cases, general anes- 
thesia with nitrous oxide and oxygen 
is used, supplemented by intravenous 
sodium pentothal. 

The usual site of biopsy is the 
fourth anterior interspace because of 
its greater width. Neither cartilage 
nor rib is removed. As the pleura is 
opened, the lung is kept expanded 
by positive pressure oxygen given 
through a snugly fitting mask. As 
the lung herniates through the in- 
cision, the surgeon removes one or 
more pieces of tissue by any of a 
number of techniques. Closure of the 
pleural space is usually done with a 
small rubber catheter in place. After 
withdrawal of all of the air, the 
catheter is removed. If leakage of 
air from the biopsy site is anticipated, 
the catheter is allowed to remain in 
the pleural space and is attached to 
an underwater seal until the lung is 
completely expanded. 

The effectiveness and ease of this 
type of biopsy has decreased the im- 
portance of scalene node biopsy in 
diffuse pulmonary disease. However, 
this procedure still has a place in sus- 
pected intrapulmonary malignancy. 
Neoplastic involvement of the scalene 
lymph nodes will establish the diag- 
nosis and indicates a nonresectable 
state. 

Some Limitations 

Lung biopsy is of greatest value in 
those conditions where a well-defined 
pathological entity—such as pneumo- 
coniosis, sarcoidosis, tuberculosis, 
fungus disease, or metastatic malig- 


nancy —is present. In such cases, 
obtaining a piece of tissue for his- 
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tological study is generally all that 
is required, since the pathological 
picture is sufficiently well defined to 
permit accurate diagnosis. Its useful- 
ness, however, is limited in those 
situations where nonspecific changes, 
such as “fibrosis” or “pneumonitis,” 
are present. Here an accurate specific 
diagnosis may not be obtained. This 
is to be expected, since the nature of 
some pulmonary changes defy diag- 
nosis even at the necropsy table. In 
addition, where emphysema is a ma- 
jor factor, the pathological processes 
may be located too centrally to be 
reached by a peripheral biopsy. 

In a series of 145 consecutive biop- 
sies done at the Barton Memorial 
Division of the Jefferson Hospital, 
Philadelphia, in the past six years, a 
specific diagnosis was possible in 
68 cases, or 47 per cent. The findings 
in the remaining 53 per cent did not 
permit a specific diagnosis and gave 
rise to such interpretations as “non- 
specific fibrosis,” “chronic inflamma- 
tion,” and “anthracosis.” 

The yield from lung biopsy is 
greatly enhanced by detailed atten- 
tion to the biopsy specimen both by 
the surgeon and the pathologist. The 
surgeon must see that an adequate 
and representative piece of tissue is 
obtained and that it is delivered 
promptly to the laboratory. The 
pathologist, in turn, must know some- 
thing of the case history. 

The gross specimen should be care- 
fully examined and divided into the 
required number of pieces for his- 
tological study, smears and cultures 


_for acid-fast bacilli, fungi, and other 


organisms, microincineration, and 
spectophotometry. Histological dif- 
ferentiation between various entities 
is sometimes difficult, and reports 
such as the following are not uncom- 
mon: “lung tissue with granuloma- 
tous inflammation compatible with 
tuberculosis, sarcoid, or early sili- 
cosis,” or “diffuse chronic interstitial 
inflammation—compatible with beryl- 
lium, pneumoconiosis, or chemical 
pneumonitis.” 

In some cases, definitive diagnosis 
will depend on repeat biopsies on the 
same patient. The specimen obtained 
on the first biopsy may not have been 
adequate or representative or may not 
have been examined properly or in 


sufficient detail in the laboratory, 

In the Barton series of cases re- 
ferred to above, four patients had 
repeat biopsies, and diagnosis was 
established in three, including a case 
of adenocarcinoma, one of anthraco- 
silicosis, and one of pulmonary 
alveolar proteinosis. 

Lung biopsy has obvious advan- 
tages in medico-legal problems where 
the relationship of roentgenographic 
changes to industrial dust exposure 
is a matter of opinion. It is true that 
there are borderline states where the 
findings on biopsy are equivocal and 
pathologists differ in their opinions, 


REPORT ¢ 


B One of the most compelling prob- 
lems in medicine today is the allevia- 
tion of shortness of breath. Cer 
tainly the most common pulmonary 
cause of this distressing and often 
disabling symptom is diffuse obstrue 
tive emphysema, a disease chiefly of 
middle-aged men, most of whom are 
heavy cigarette smokers who have 
coughed for years. The disease goes 
under a variety of names, including 
“asthma” and chronic bronchitis, im 
England, where it is one of the con 
monest causes of disability. Although 
recognized by physicians since the 
early 1800’s, little is known regarding 
the underlying cause or the manner 


and means by which it develops and § 


progresses. 

With these problems in mind, the 
Colorado Tuberculosis Association, 
the Colorado Trudeau Society, the 
University of Colorado School of 
Medicine, the Colorado Foundation 
for Research in Tuberculosis, the Na 
tional Tuberculosis Association, and 
the American Trudeau Society jointly 
sponsored a Conference on Researeh 
in Emphysema in Aspen, Colorado, 
June 13-15, 1958. More than 1 
participants from the United States, 
Canada, and Australia were present 
The group included clinicians, anate 
mists, pathologists, — physiologists 
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However, the appearance of typical 
silicosis, asbestosis, sidercsis, and 
berylliosis offers very little difficulty 
in diagnosis. Occasionally, the indus- 
trial history may be misleading and 
the biopsy may reveal some other dis- 
ease process as the cause of the 
diffuse process. 

Used early in the diagnostic work- 
up, lung biopsy can eliminate the need 
for prolonged hospitalization and in- 
tensive diagnostic procedures. The 
average biopsy requires not more 
than five days of hospitalization. 

Specific treatment can be started 
promptly in some cases by recourse 


PHYSEMA CONFERENCE 


physicists, radiologists, surgeons, and 
veterinarians; some 57 received 
assistance from tuberculosis associa- 
tions, universities, or federal agen- 
cies. 

The general purpose of the confer- 
ence was to exchange information on 
available knowledge and lack of 
knowledge of the disease; secondly, 
to clarify terminology and to agree 
upon techniques for study of the dis- 
ease; and finally, to define profitable 
areas of investigation. 


The Normal Lung 


A clear understanding of any dis- 
ease process requires a knowledge of 
the normal structure of the involved 
organ. Consequently, considerable 
emphasis was given to anatomic 
studies of the lung: the development 
of that organ and in particular of the 
elastic tissues that form a sponge- 
like framework throughout it; the 
changes in these tissues and others, 
such as blood vessels and lymphatics, 
with disease; and the interrelation- 
ship between anatomical structures 
and physiological functions. 

Much recent knowledge of emphy- 
sema has stemmed from new tech- 
hiques for studying the structure of 
the lung. Thus, through the exami- 
nation of large, full-size, paper-thin 


to early biopsy. This is particularly 
true in miliary tuberculosis, where the 
diagnosis by bacteriological means is 
often difficult and delayed. Similarly, 
establishing the correct diagnosis of 
sarcoid may avoid prolonged and 
costly treatment for tuberculosis. 
Ruling out the presence of a pneu- 
moconiosis may permit return of a 
worker to his usual occupation. 
Localized intercostal biopsy is well 
tolerated even in cases of severe 
respiratory insufficiency. It is essen- 
tial to individualize each case, and 
routine preoperative and postopera- 
tive orders must be avoided. Sub- 


By George Bower, M.D. 


Teaching Fellow, American Trudeau So- 
ciety, University of Colorado Medical 


cutaneous emphysema, marginal pneu- 
mothorax, and local parenchymal re- 
action at the site of biopsy may occur, 
but these usually subside spontane- 
ously. Dissemination of infection has 
not been reported. 

In summary, localized intercostal 
lung biopsy is a valuable adjunct in 
the diagnosis of diffuse infiltrative 
pulmonary disease. It should be used 
early in the diagnostic work-up to 
avoid unnecessary delay, expense, and 
prolonged hospitalization. In about 
half of the cases, it can be expected to 
provide a definitive diagnosis with 
very little risk of complications. 


Center, Denver, Colo. 


sections of the lung and special X-ray 
studies of thin lung slices, the clinical 
and physiological data can be related 
to the type and extent of disease. 

Work relating to theoretical aspects 
of flow of air through the bronchial 
tubes, both in normals and in persons 
with emphysema, was presented. Em- 
physema (derived from the Greek 
word meaning “blown into” and 
literally showing this by lungs that 
are overly inflated) is characterized 
by an increased resistance to flow of 
air through the lungs. It is this ab- 
normality that contributes to the 
origin of the chief symptom of the 
illness, shortness of breath. The 
cause of the increased resistance to 
air flow is related to a number of fac- 
tors, including elastic tissue changes 
which make the lung less stretchy, 
thus requiring active effort during the 
expiratory phase of breathing. Pres- 
sure phenomena during expiration 
contribute to an abnormal degree of 
narrowing of the bronchial tubes in 
emphysema, sometimes to the point 
of closure. 

The need for a suitable experi- 
mental animal in which the disease 
can be produced was stressed. Re- 
ports indicated that it might be pos- 
sible to produce emphysema by a par- 
tial obstruction of a bronchus, or by 


immunological methods that would 
cause the animal to react against and 
literally destroy his own lung tissue. 
The horse with “heaves,” a counter- 
part of human emphysema, was re- 
ported on. In the horse, the disease 
appears to be related to the ingestion 
of moldy or dusty feed, suggesting 
the possibility of allergenic factors. 


Studies Needed 


Epidemiological studies to deter- 
mine the extent and incidence of em- 
physema in the U.S. are needed. 
Further, it is important to find out 
which elements of the population are 
affected, and to determine the rela- 
tionship of infection in the bronchial 
tree and smoking to the causation or 
aggravation of the disease. Coopera- 
tive studies are being planned, so that 
information about patients in widely 
scattered centers can be pooled. The 
genetic aspects of emphysema were 
suggested as possible rewarding ave- 
nues of study, since it is known that 
chronic bronchitis in England often 
tends to run in families. 

The treatment of this chronic and 
frequently disabling disease is at 
present chiefly symptomatic and pal- 
liative. A great deal more basic re- 
search is needed before any type of 
control of the disease can be attained. 
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Workers in the tuberculosis field 
generally know that for every two 
women who die of tuberculosis each 
year, five men may be counted upon 
to do the same. It may be of interest 
that the widening difference between 
male and female mortality in tuber- 
culosis is in keeping with the general 
mortality trend throughout the nation. 
In the December, 1957, issue of 
Progress in Health Services, published 
by the Health Information Founda- 
tion, it was noted that the mortality 
differential between the sexes is now 
wider than at any time in the history 
of the United States. The article goes 
on to point out that since 1950, the 
yearly excess of male over female 
deaths has been more than 200,000 
persons. Already there are 7,700,000 
widows in our population, and the 
number is expected to rise sharply in 
the years ahead. 

Males have a less favorable sur- 
vival record than females at any spe- 
cific age, but in recent years the dif- 
ferential has widened considerably in 
all age groups except infancy and 
those 85 and over. Among all the 
major causes of death today, acci- 
dents cause by far the greatest excess 
of male over female mortality. Male 
deaths from accidental causes alone 
account for over four-fifths of the ex- 
cess toll at ages 10 to 24 and for 
nearly three-fourths at ages 25 to 34. 
Nevertheless, even if accidental deaths 
could be eliminated, the excess male 
mortality would still be considerable. 
The trend toward increased pro- 
portions of male over female deaths 
has been less widespread among non- 
whites than among the white popula- 
tion. Also, excess of male deaths in- 
creases as city size increases. Excess 
male mortality is highest in the pro- 
fessional occupations and lowest for 
skilled, semiskilled, and unskilled 
occupations. 

From the viewpoint of public 
health, the mortality-differential trend 
has been associated with a shift in 
leading causes of death from com- 
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municable diseases to degenerative 
diseases, and from lower to higher 
standards of living. Until very re- 
cently, in countries where living 
standards are low and medical care 
minimal, there was an excess of 
female mortality, partly because of 
the severe hazards attending child- 
birth. Improvement in living condi- 
tions, changes in disease patterns, de- 
clining mortality, and other factors 
give women an increasingly favorable 


SEX and MORTALITY 


place in the over-all health picture. If 
is interesting to note that women tend 
to consult physicians more regularly 
than do men (even after excluding 
visits related to childbirth care). 

There is no simple explanation of 
why women live longer than men. But 
it is obviously important for medical 
science (as well as for men and 
women) to find ways of explaining 
and of overcoming this serious im 
balance. 


Public Health and Welfare. The Citi- 


zens’ Responsibility—Selected Papers of 
Homer Folks. Edited by Savel Zimand. 
The Macmillan Company, 1958. 475 
pages. $7.00. 

“Statesman in public health and wel- 
fare” is the description aptly applied 
to Homer Folks by the Hon. Herbert 
H. Lehman, ex-Governor of New 
York. Beginning in 1893, when Mr. 
Folks became secretary of the State 
Charitics Aid Association, of New 
York, he wielded an enormous influ- 
ence, nationally and even beyond, in 
the fields of welfare and public health. 
When the SCAA began a vigorous 
campaign against tuberculosis in 1907, 
Folks soon became widely known for 
his writings on the significance of tu- 
berculosis as the major health problem 
of the United States. 

In 1912 he was elected president of 
the National Tuberculosis Association, 
the first nonmedical man to hold the 
office. From 1915 to 1925, when as- 
sociations and institutions in the tu- 
berculosis field were growing so rap- 
idly, the NTA, recognizing that the 
Folks papers presented powerful ar- 
guments for the development of a 
well-rounded program, distributed 
thousands of copies. 

The present volume carries seven of 


his many papers on tuberculosis, all 
meticulously prepared. Other fields coy- 


ered in this book include child care § 


probation, legislation, hospitals, mental 
health, venereal disease, the aged, and 
the human costs of war. Many of these 
papers have a timeless quality, and Mr, 
Zimand and the SCAA are to be com 
plimented for preserving them for pub 
lic health workers of the present and 
the future.—F. H. 


The Chemistry and Chemotherapy o 
Tuberculosis (third edition). By Esmond 
R. Long, M.D. The Williams and Wilkins 
Company. 414 pages. $12.00. 

Originally published in 1923 as The 
Chemistry of Tuberculosis under the 
authorship of H. Gideon Wells, Lydia 
M. DeWitt, and Dr. Long, and revised 
in 1932 with the same title under the 
authorship of Dr. Wells and Dr. Long, 
the book has been rewritten and brought 
up to date to reflect the changes brought 
about in the chemical aspects of tt 
berculosis by the advent of chemical 
agents in the treatment of the disease 
Dr. Long was formerly director of 
medical research of the National Tt 
berculosis Association. 

The third edition will undoubtedly 
become the classic reference book that 
its predecessors were. 
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To find out why some tuberculosis 
patients leave the hospital against 
medical advice, the New Haven Area 
(Conn.) Tuberculosis and Health 
Association is financing a research 
study at Veterans Administration 
hospitals throughout the country. 

The project, to be conducted by 
Seymour Warkov, a Yale University 
researcher, will cover four phases: 

1. A statistical analysis of all in- 
formation presently available on the 
subject. 

2. Visits to selected VA hospitals 
in the East. 

3. Detailed observations and depth 
interviews at the West Haven (Conn.) 
VA Hospital. 

4. A questionnaire to all other VA 
hospitals not visited. 

Previous studies of the recalcitrant 
patient have been confined to indi- 
vidual hospitals. The present study 
is the first to seek comparative in- 
formation on a group of institutions 
operating under similar procedures. 


Ambulances from five Knox Coun- 
ty, Ind., funeral homes recently took 
patients from the Vincennes Nursing 
Home to Hillcrest Hospital for chest 
X+tays. This was the first in a series 
of nursing home surveys being con- 
ducted by the Knox County Tuber- 
culosis Association, with the approval 
of the Knox County Medical Society 
and the city-county health officer. 
Attendants for the transported pa- 
tients were furnished by the nursing 
home; Mrs. Hugh Gutteridge, execu- 
tive secretary of the association, kept 
the records. 


All admissions at Mankato State 
College, Minn., received Mantoux 
tuberculin tests this fall as an integral 
part of the student health examina- 
tion. The testing was sponsored by 
the Blue Earth County (Minn.) 


Tuberculosis Association, who also 
Sponsored similar programs earlier 
mMthe year at Gustavus Adolphus 


College and the North Central Scheol 
of Agriculture. 


A new hospital at Scott Air Force 
Base, Illinois, has been designated a 
tuberculosis treatment center by the 
U.S. Air Force. The hospital has a 
constructed capacity of 250 beds, of 
which 90 are allotted to tuberculosis. 
Complete medical and surgical facili- 
ties are available, including thoracic 
surgery and a pulmonary function 
laboratory. 


The Howell County (Mo.) Tuber- 
culosis Association has established a 
new student nurse scholarship, in 
memory of Herbert L. Mantz, M.D., 
former president of the National 
Tuberculosis Association, who died 
in 1953. The first recipient, Miss 
Karen Tompkins, will receive $450, in 
three yearly installments. 


An in-service teacher-training pro- 
gram for elementary-school teachers 
was offered at Huston-Tillotson Col- 
lege, Austin, Tex., last July under the 
joint sponsorship of the Texas Tuber- 
culosis Association and the Prairie 
View A & M College. Principal 
courses offered were in health educa- 
tion and the education of the excep- 
tional child. A work conference on 
tuberculosis gave basic information 
on the disease, the development and 
the purposes of the tuberculosis asso- 
ciation, and the ways in which teach- 
ers can help in tuberculosis control. 
Seven local tuberculosis associations 
provided scholarships for 17 of the 
30 teachers attending. 


A Guide to Work Conferences on 
Tuberculosis Nursing for Graduate 
Nurses is a revision of a report based 
on a conference held in 1950 and has 
been issued to bring nurses up to date 
on the profound changes that have 
taken place since then in the treat- 
ment of tuberculosis. It is available 
free from the Tuberculosis Nursing 


Advisory Service of the National 
League for Nursing, 2 Park Ave., 
New York 16, N.Y. 


What Are You Teaching About 
Tuberculosis? is a 24-page guide to 
help nurses in the Los Angeles area 
provide accurate, consistent, and con- 
tinuous education about TB to the 
patient, his family, and the com- 
munity. Prepared by the Interorgan- 
ization Committee on Tuberculosis 
Nursing of the California League for 
Nursing and the Los Angeles County 
Tuberculosis and Health Association, 
the booklet is available for $.20 a 
copy from the California Tuberculosis 
and Health Association, 130 Hayes 
St., San Francisco 2, Calif. 


A bear that not only talks, but talks 
sense, has been added to the health 
education staff of the Erie County 
(Pa.) Health and Tuberculosis Asso- 
ciation. Mounted on a spring arm 
that can rock back and forth, the 
bear has a zippered back through 
which can be reached its internal “or- 
gans”: a five-inch speaker and a mer- 
cury switch. When someone pushes 
the bear, the mercury switch makes 
contact with a tape recorder placed 
behind the bear and starts the re- 
corder’s motor. The message on the 
recorder can be changed to suit spe- 
cial groups—schools, conferences, X- 
ray units, etc. The total cost to con- 
struct, outside of the recorder, was 


$150. 


175 


e). 

elds cov- Jame 

;, mental is 

ged, and I. | — 

3 as The 

inder the 

lis, Lydia 

id revised 

ander the 

Dr. Long, 

d brought | 

brought 

ts of tt 

chemical 

e disease. 

rector of § 


NTA Board Committees 


... their purpose and functions 


Annual Meeting Program Committee 


The place: The Palmer House 
Chicago, 
The time: Monday, May 25, 1959 


The occasion: The opening session 
of the 55th Annual 
Meeting of the 
National Tuberculosis 
Association. 


With this session, the curtain will 
rise on four days of meetings which are 
one of the highlights of the voluntary 
tuberculosis associations’ yearly activi- 
ties. 

Who and what is behind the NTA 
Annual Meeting? Who makes the 
plans, schedules the programs, deter- 
mines the nature and order of events, 
and arranges related activities? As 
with most NTA activities, committees 
do the work. Certainly one of the most 
important and hard-working NTA 
committees is the Annual Meeting Pro- 
gram Committee. 

The General Committee, consisting 
of nine members, is appointed by the 
president. Included on the General 
Committee are the chairmen of five 
subcommittees. Each of these five sub- 
committees is responsible for initiating 
and planning programs of interest 
within its field. The subcommittees are 
Medical Sessions, Public Health Ses- 
sions, Nursing Sessions, Exhibits, and 
Local Arrangements. 

The Annual Meeting Program Com- 
mittee and the subcommittees are ap- 
pointed approximately 15 months in 
advance of any given Annual Meeting. 
The committee holds its first meeting 
at the close of the preceding Annual 
Meeting, at which time general plans 
are made and dates are set for an 
early fall meeting to be held at the 
site of next year’s Annual Meeting. At 
the fall meeting, each of the subcom- 
mittees meets separately to discuss and 
plan program content for its respective 
area. Following the subcommittee 
meeting, the General Committee meets 
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to coordinate the many sessions into 
the over-all program. 

At this General Program Committee 
meeting, plans are made for general 
sessions, joint sessions, and special 
events, and facilities for exhibits and 
for the various sessions are reviewed. 
Plans are also presented by the Local 
Arrangements Committee for func- 
tions of a special nature. 

Members serving both the General 
Committee and the subcommittees are 
selected with special regard for the 
responsibilities and functions assigned 
to them and for proper regional and 
agency representation. 

All plans, actions, and decisions of 
the subcommittees are subject to re- 
view by, and shaped to accord with, 
the actions and decisions of the General 
Committee. Before subcommittee rec- 
ommendations are carried out, they 
must, in effect, win the endorsement of 


the General Committee. Following the 
fall meeting of the committee, each of 
the subcommittees is responsible fog 


securing participants for the various § 
Annual Meeting sessions. Participants, § 


of course, are selected on the basis of 
leadership and outstanding qualifica- 
tions in their respective fields as these 
fields relate to the content of the An- 
nual Meeting program. The General 


Committee selects outstanding speakers § 


for the opening session and for the 
NTA annual luncheon. 

Approximately 500 individuals par- 
ticipate in the various sessions of the 
NTA Annual Meeting. 

The NTA Annual Meeting serves 
many purposes, not the least of which 
is to make an impact upon the Ameri- 
can public. The latest advances ig 
scientific and medical achievement are 
reported in the public press, and the 
work of the various constituent and 
affiliated associations is presented ata 
national level. The Annual Meeting 
affords an opportunity for all persons 
and all disciplines interested in tuber 
culosis control to share ideas and ex 


change the latest information on tuber § 


culosis control. 

The chairmen and the other mem 
bers of the present Annual Meeting 
committees were announced in the 
November BULLETIN. 


TUBERCULOSIS DEATHS AND DEATH RATES PER 100,000 popULATION 


For U.S. cities oF 500,000 PoPULATION AND OvER, 1953-1956 


1956 1955 1954 1953 
Cities 

Number} Rate | Number} Rate | Number| Rate | Number} Rate 
New York 1,037 12.9 | 1,126 14.1 | 1,137 14.1 | 1,308 | 163 
Chicago 539 14.1 629 16.7 708 19.1 808 | 22.0 
Philadelphia 362 16.7 438 | 20.3 402 18.8 579 | 274 
Los Angeles 205 9.0 245 11.9 243 11.4 323 | 153 
Detroit 255 13.2 231 12.0 261 13.6 300 | 15.6 
Baltimore 190 19.5 178 18.3 199 | 20.6 268 | 2728 
Cleveland 129 13.6 117 12.4 163 17.5 195 | 214 
St. Louis 134 15.3 122 14.0 169 19.5 186 | 214 
Washington, D.C. 132 15.9 128 15.5 123 14.3 172 20.5 
Boston 162 21.5 173 22.1 196 | 24.3 216 | 269 
San Francisco 96 | 11.9 118 14.6 109 13.5 151 | 188 
Pittsburgh 101 14.9 117 3 ae 122 18.1 144 | 213 
Milwaukee 46 6.4 46 6.5 64 9.5 75 | 118 
Houston 106 14.6 102 14.2 97 13.9 116 | 174 
New Orleans 98 15.4 101 16.2 116 18.9 148 | 247 
Buffalo 71 11.8 72 12.2 74 12.7 113 | 19.5 
Minneapolis 31 5.7 33 6.2 28 5.3 65 | 123 
Cincinnati 82 15.3 74 14.1 80 15.4 120 | 233 


Source: Public Health Service 
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Once upon a time, a young woman 
recently graduated from Johns Hop- 
kins University Medical School 
sought to combine two professional 
interests and devote her life to the 
study of tuberculosis in children. 

She sought the advice of a leading 
phthisiologist of the day. 

“Don’t do it,” said he. “Tubercu- 
losis in children is a dead end.” 

Forty-two years have passed since 
then, and, fortunately for children the 
world over, she did not take that 
advice. 

Edith M. Lincoln, M.D., has had 
some 2,500 children with tuberculosis 
under her supervision during her 
medical career; she has profoundly 
influenced, through her teaching and 
writing, the treatment of tuberculosis 
in children here and abroad; and she 
has obtained results in treating tuber- 
culosis in her young patients that 
have set standards for others to strive 
to emulate. 

One reason for her success has been 
that she understands children and 
understands tuberculosis and knows 
how to adapt her knowledge of the 
one to the care of the other. And her 
understanding of the disease has been 
deepened by two long-range studies 
carried on with the aid of Christmas 
Seal grants from the National Tuber- 
culosis Association and the American 
Trudeau Society. 

After two years on the Pediatrics 
Service of Bellevue Hospital, New 
York City, Dr. Lincoln in 1922 was 
asked to open the Chest Service for 
children. She remained in charge of 
it until her retirement in 1956, but 
even since then she has continued her 
studies of childhood tuberculosis. 

Her clinic experience convinced her 
of the need to find out what happened 
later in life to children who had pri- 
mary tuberculosis early in life. She 
therefore decided to attempt to follow 
intil they were 25, with annual chest 
Mays if possibie, 1,000 boys and 
girls diagnosed at Bellevue as hav- 


ing first-infection tuberculosis. The 
study was started in 1930, and 
by 1940 she had 1,000 consecutive 
cases. But no funds were available 
to enable her to keep track of the 
youngsters. 

Dr. Lincoln turned to the NTA and 
was awarded a medical research 
grant. The grant has since been re- 
newed annually* and has made it pos- 
sible to follow up the survivors of 
the 1,000 cases (20 per cent have died 
from various causes, including war 
injuries) and to start another study. 

The 1,000 children were entered in 
the study before the era of drug treat- 
ment, and their histories brought 
valuable information on the natural 
course of primary tuberculosis. 
Among other facts, the study has 
brought out that the dangerous age 
for children who have had tubercu- 
losis is the age of adolescence—that 
it is at this period, with its extra 
stresses and strains, that the adult 
type of tuberculosis is most apt to 
develop. 

After drugs became available—and 
Dr. Lincoln began treating her chil- 
dren with promizole in 1944, even 


though this drug was not found suc- 
cessful in adults—she began another 
study to follow the outcome of tuber- 
culosis in children treated with drugs. 

Both of these studies are still un- 
der way and are revealing compara- 
tive data that will be invaluable in 
understanding better the long-range 
influence of drugs on tuberculosis. 

The detective work in tracking 
down the teen-agers and young men 
and women who had been treated at 
Bellevue as young children is carried 
on by Dr. Lincoln’s assistant, Miss 
Lucille Rung, who has become a Miss 
Hawkshaw at finding out what Susie 
Smith’s married name is; at locating 
former New Yorkers in Puerto Rico, 
the Virgin Islands, or Mexico, as well 
as any of the 49 states ; at discovering 
which branch of the Armed Forces 
John Jones joined ; and at persuading 
the young men and women to get a 
chest X-ray at the age of 25 to check 
them out of the study. 

Frequently, the light burns far into 
the night in the office at Bellevue 
where Dr. Lincoln and Miss Rung 
work over the records of the hun- 
dreds of children whose histories are 
revealing facts that will help make it 
possible to bring the story of tuber- 
culosis in children to a happy ending. 


.—A.S.F. 


* Contributions to this study have been made by 
21 Connecticut tuberculosis associations, the Dela- 
ware Anti-Tuberculosis Society, and the Lancaster 
County (S.C.) Tuberculosis Association. 


Dr. Edith Lincoln with one of her 2,500 children. 
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March, pages 33-48 
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Achelpohl, R. E. Jr., Tuberculin testing in 
Topeka, 122 

Adolescence, tuberculosis in, 7 

Aged, national advisory committee on chronic 
illness and health ot, appointed, 78 

Air pollution, hazards of (Eliassen), 109 

Alan Gregg fund, established, 31 

American Trudeau society, discussion of 
statement on vacant TB beds, 13; officers 
(1958), 104; officers (1959), 105 

American Trudeau Society statement, on 
antimicrobial therapy, 142; on BCG, 126; 
on home care, 142; Formula for determin- 
ing irregular discharge rates, 167 

Annual meeting preview, 35 

Antibiotics, kanamycin, report on, 4 

Antimicrobial therapy, statement on, 142 


Bates, J. H., resignation of, 32 

ae risks and values of, 2; statement on, 

Becque, W., appointment of, 127 

Bell, J. C., report of work of, 79 
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Books 
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Long, E. R., Chemistry and chemotherapy 
of tuberculosis, 174 
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Boucot, K. R., Can we find lung cancer while 
it is curable?, 133 
Bovine tuberculin test, The (Dodd), 55 
= G., Report on emphysema conference, 


Briefs: 
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of public health nurses, 76; Guide to work 
conferences on TB nursing, 175; National 
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1957, 76; PHS grants for nurses, 127; 
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April, pages 49-64 
May, pages 65-80 
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July, pages 97-112 
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Brown, Our immigration laws need 
changing, 9 

Browning, R. H., How can we promote med- 
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Calden, G., and Greenwood, V. J., Green suit 
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(Boucot), 133 
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(Cohen), 71 

Chapman, J. S., Chronic bronchitis, 107 
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morial Award, 24 

Christmas Seal stars, 154 
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Cohen, W. J., Challenges in the federal wel- 
fare budget, 71 
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Daggett, E. L., Tuberculin testing today : the 
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Disabled older worker (Pinner), 25 

Dodd, P. S., The bovine tuberculin test, 55 

Douglas, M. H., Teaching communicable 
disease nursing, 62 

Dorsch, G., Joint planning pays off, 11 

Drug therapy see Chemotherapy. 
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Forces conference, 73 

Feldmann, F. M., Testing the tuberculin 
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Hinshaw, H. C., awarded Trudeau medal, 106 

Home care, statement on, 142 

How can we promote medical education? 
(Browning), 19 

How to set up a TB case register (Phelps), 
75 

Hudson, H., retirement of, 32 


Idaho state tuberculosis hospital, 22 

Immigration, proposed changes in present 
laws on, regarding tuberculosis, 9 
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Kehoe, C. W., selecting the Christmas Seal 
design, 135 
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Seal, 115 


N 


National conference of tuberculosis workers, 
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ing (Feb., 1958), 59; board of directors, 
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een, 22, 80; wins Paul Revere award, 
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NTA board of directors (Morgan), 69 


nee eyes to find tomorrow (Fischer), 


Nonrehabilitated TB patient, a Pennsylvania 
study (Reisman and Shandler), 150 


Obituaries: 
Funkhouser, E. K., 48 
Schwartz, L., 63 
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Paul Revere award, won by NTA, 72 
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rooney), 115 
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Pulmonary biopsies (Theodos), 171 
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appointment of, 64 

Radiation, statements of effects of, 2; sur- 
geon general appoints national committee 


on, 64 

Radiological health (Gibson), 131 
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Recruitment and training (Kiningham), 45 
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Report on TB blood test, 134 
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Responsibilities of the board (White), 3 

Responsibilities of staff (Currie), 5 
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Two new assistants have joined the 
Social Research Division of the Na- 
tional Tuberculosis Association: Mrs. 
Joan Lefford, formerly speech and 
hearing therapist at the Goldwater 
Memorial Hospital, New York City, 
and Miss Mary V. Bailey, formerly 
research assistant, National Associa- 
tion of Credit Men, New York City. 


Daniel J. McCarthy, M.D., one of 
the founders of the National Tuber- 
culosis Association, died October 9. 
Dr. McCarthy was a noted neurolo- 
gist and former professor of medical 
jurisprudence at the University of 
Pennsylvania. 


Joseph D. Aronson, M.D., pro- 
fessor of bacteriology at the Henry 
Phipps Institute of the University of 
Pennsylvania, died on October 17, at 
the age of 69. Dr. Aronson headed 
the group that made one of the earlier 
control studies on BCG among Amer- 
ican Indians. 


Miss Doris Johnson has resigned 
as executive secretary of the Boston 
Tuberculosis Association, effective 
November 28, to get married. 


Edgar G. Smeltzer, Jr., managing 
director of the Bexar County (Tex.) 
Tuberculosis Association since 1949, 


died from a heart attack on October 
12. Mr. Smeltzer was formerly field 
secretary for the Nassau County 
(N.Y.) Tuberculosis and Public 
Health Association. 


Mrs. Mildred Inez Hill, formerly 
Seal Sale director of the Long Beach 
(Calif.) Tuberculosis and Health 
Association, has been appointed ex- 
ecutive director of the Santa Barbara 
(Calif.) Tuberculosis and Health 
Association. 


H. van Zile Hyde, M.D., formerly 
chief, Division of International 
Health, U. S. Public Health Service, 
has been appointed assistant to the 
Surgeon General, Leroy E. Burney, 
for international health. 


Mrs. Richard Hopkins has been 
appointed executive secretary of the 
Delaware County (Ohio) Tubercu- 
losis and Health Association, succeed- 
ing Mrs. Virgil Bargar, who recently 
resigned. 


Mrs. Lawrence Arndt has been ap- 
pointed executive secretary of the 
Ashland County (Ohio) Tuberculosis 
and Health Association, succeeding 
Mrs. Robert S. McKinley, who re- 
signed to accept a teaching position. 
Mrs. Arndt has served as a volunteer 
with the association for many years. 


Mrs. E. A. Paul has been appointed 
executive secretary of the Putnam 
County (West Va.) Tuberculosis 
Association, replacing Mrs. Ralph 
Wallace, who moved to Florida. 


Mrs. Margaret Baldwin has bem 
appointed executive secretary of 
Hancock County (Ohio) Tubergm 
losis and Health Association, succegl 
ing Mrs. Reed Dunn, who resigned§ 
return to teaching. 


Mrs. Lloyd Taylor has been 
pointed executive secretary of the Sam 
Juan (New Mex.) County Tube 
losis Association. 


Mrs. William Livengood has bey 
appointed executive secretary of 
Fountain County (Ind.) Tubercul@ 
Association, succeeding Mrs. 
Boling. 


Mrs. Sylvester Huneck has: 
appointed executive secretary o 
Grant County (Ind.) Tubercul 
Association, succeeding Mrs. Ma 
Smith, who has been appointed 
Sale director of the Heart of Amé 
(Kansas City, Mo.) Tuber 
Association. 


Levitte Mendel, formerly dir 
of public information and h@ 
education for the Allegheny Comm 
(Pa.) Health Department, has § 
appointed to the newly created Sim 
of associate director of the Natiam 
Health Council. 


Fred H. Broecker, for- 
merly case supervisor for 
the Wisconsin Anti-Tuber- 
culosis Association, has been 
appointed director of re- 
habilitation for the Virginia 
Tuberculosis Association. 
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